The occurrence of sarcoid-like lesions within neoplasms and in regional lymph nodes is now a well recognized phenomenon (Marshall, 1956) . Examples of such lesions have been reported in association with a variety of tumours, for example, carcinoma of breast, skin, bronchus, and bile ducts, ovarian tumours, and neurocytoma (Refvem, 1954) .
The association of generalized sarcoidosis with carcinoma is decidedly rare. Gherardi (1950) presented a case and was unable to find any other example in the literature up to that date: Symmers (1951) questions the authenticity of generalized sarcoidosis in Gherardi's case, as the necropsy was of limited extent.
The object of this paper is to present a case of carcinoma associated with generalized sarcoid lesions in lymph nodes and 10 cases of carcinoma in which the regional lymph nodes show diverse granulomata and giant cell reactions.
Material and Methods
The tissues examined were from surgical and necropsy material. Fixation was by formal saline, Heidenhain's Susa, or corrosive formal. All tissues showing giant cell lesions were stained by haematoxylin and eosin, Gordon-Sweets' method for reticulin fibres, Weigert's resorcin fuchsin and Ponceau S for elastic tissue and collagen, and by Perls' method for haemosiderin.
Case Reports Case 1 (P53/425).-T. H., a man aged 53, had a carcinoma of the stomach with generalized "sarcoid lesions."
This man had suffered epigastric pain after meals for five years before a gastro-enterostomy was done in 1941. His symptoms largely disappeared, but pain recurred in 1952. Vomiting occasionally accompanied the pain, but became more severe, and he was admitted to hospital for investigation in December, 1953. Examination showed a rather thin, pale man; there was some upper abdominal tenderness but no other important abnormality. The blood haemoglobin was 8.6 g. per 100 ml.; a barium meal showed a functioning gastro-enterostomy but no evidence of ulcer. At laparotomy a large pyloric mass was found and a total gastrectomy was done. Post-operative convalescence was uneventful until the tenth day when he suddenly collapsed and died.
A massive intraperitoneal haemorrhage was found at necropsy; it arose from the site of oesophageal and jejunal anastomosis, although the vessel concerned was not identified. No evidence of metastasis was found, the only other abnormality being enlargement of the spleen (615 g.) and slight enlargement of lymph nodes in the neck, mediastinum, and abdomen.
Histology.-The surgical specimen was an acinar columnar cell carcinoma. Two lymph nodes from the lesser omentum contained metastases; one of these contained sarcoid-like lesions which were also seen in another node not involved by growth. The sarcoid-like lesions ( Fig. 1) consisted of numerous discrete, rounded areas of eosinophilic histiocytes, the latter having ill-defined outlines; most of the cells were surrounded by a reticulin strand. Giant cells containing up to 40 nuclei, which were often peripheral in position, were found within the areas of histiocytes. Many giant cells contained clusters of globular inclusions (Fig. 2) and transitions between these and asteroid bodies could be found.
Sections of lymph nodes, lung, and liver, taken after death, showed histiocytes and giant cells mingled together with no follicular arrangement. The lymph nodes were diffusely involved by this process (Fig. 3) and many giant cells contained asteroids and globular bodies. There was some slight fibrosis throughout the node and each histiocyte was encircled with a reticulin strand. The appearances agree with those considered by Robb-Smith (1938) and Cowdell (1954) (Fig. 4) This woman was admitted to hospital in March, 1954, for the investigation of a vaginal discharge. A carcinoma of the cervix was found on examination and treated by the insertion of radium. Post-radiation biopsies showed persistent viable growth and a Wertheim's hysterectomy was done in April, 1954. The iliac lymph nodes which were removed did not appear to contain growth macroscopically.
The patient left the country and has not been seen subsequently.
Histology.-The cervical tumour was a poorly differentiated epidermoid carcinoma. None of the iliac lymph nodes sectioned contained growth, but one of them showed a cluster of histiocytes and a few giant cells, without inclusions, near the periphery.
There was no fibrosis in the node. (Fig. 9) . There was no histiocytic proliferation nor was there any fibrosis.
Discussion
Granulomatous lesions, histologically similar to those seen in sarcoidosis, have been reported in association with carcinoma (Wolbach, 191 1; Gherardi, 1950; Nadel and Ackerman, 1950; Symmers, 1951; ten Seldam, 1956 ). Cowdell (1954) discusses such lesions in the differential diagnosis of sarcoidosis. Collections of epithelioid and giant cells are frequently found in the ovarian disgerminoma (Schiller, 1934; Foderl, 1938; Sailer, 1940) , and occasionally in granulosa cell tumours (Schattenberg and Harris, 1946) . Sailer (1940) has reviewed the theories of origin of such lesions, which are tuberculosis, a stromal reaction to disintegrating tumour cells, or that they may be derived from the neoplastic cells.
The association of sarcoidosis with malignant neoplasm is rare; Case 1 could be an example of this. There are, however, certain features of this case which are not in agreement with a diagnosis of sarcoidosis. There are histological differences between the lesions in the gastric nodes, which resemble those of sarcoidosis, and those in the lung, liver, and other lymph nodes which conform to the criteria of Stengel-Wolbach sclerosis. The spleen was not involved; this makes a diagnosis of Stengel-Wolbach sclerosis or sarcoidosis improbable. Case 1, therefore, could either be a widespread granulomatous reaction to carcinoma of the stomach and its products, or else the coexistence of a gastric neoplasm and sarcoidosis. It seems unlikely that Stengel-Wolbach sclerosis can be considered to be histologically distinct from sarcoidosis. In Case 1, lesions which resembled sarcoid and Stengel-Wolbach sclerosis were found. The lesions in regional nodes from Case 5 were also of Stengel-Wolbach type, but no other evidence of this disease was present.
The remarkable localization of lesions, resembling Stengel-Wolbach sclerosis, to the spleen and para-aortic lymph node in Case 2 makes a diagnosis of Stengel-Wolbach sclerosis improbable. 249 group.bmj.com on July 2, 2017 -Published by http://jcp.bmj.com/ Downloaded from It seems more likely that those in the spleen were due to related clumps of haemosiderin or anisotropic material which was also present in some giant cells in the lymph node; Refvem (1954) reports sarcoid-like lesions produced by injection of blood. The lesions in Cases 5 and 10 may also be due to haemosiderin. Marshall (1956) The presence of asteroid and globular inclusions in the nodes from Cases 1, 2, 5, and 11, and of globular inclusions alone in Cases 3 and 6, suggests that they are non-specific structures which cannot be considered as unique features of any one disease process. The cases reported in this paper illustrate a variety of granulomatous reactions in lymph nodes related to, or distant from, malignant neoplasms. The histological appearances resemble sarcoidosis in some, Stengel-Wolbach sclerosis in others; in the remainder the lesions are not reminiscent of either. This diversity may in part be due to the neoplasm; in this series gastric carcinoma is a factor in four cases. Another factor may be host idiosyncrasy.
The findings emphasize the fact that sarcoidosis is a disease entity, not a histological one, a point which must be borne in mind when assessing the value of conjunctival, scalene node biopsy (ten Seldam, 1956) 
